Background {#Sec1}
==========

One of the main objectives of the European policy for health and well-being is to improve health for all and reduce health inequalities \[[@CR1]\]. The World Health Organization (WHO) recognise sexual and reproductive health and rights (SRHR) as one of the most important areas to strengthen and protect to ensure physical and mental health. SRHR have historically been regarded as a woman's issue. Even though men's perspectives are gaining more interest and one of the Sustainable Development Goal targets is to ensure universal access to sexual and reproductive health care \[[@CR2]\], it remains less explored and men are still underrepresented in the social debate and health care as well as in research when it comes to SRHR \[[@CR3]\].

According to the Social Model of Health (SMH), individuals' health is affected not only by biological and lifestyle factors but also social factors such as gender, education, health services, political decisions and health policies \[[@CR4]\]. For example, traditional norms of masculinity have been suggested to promote ideals, which means putting one's health at risk as well as hindering boys and men from perceiving themselves as recipients of care \[[@CR5]--[@CR7]\]. Consequently, men complying with these masculinity ideals are less likely to engage in health promoting behaviours \[[@CR8]\]. Several studies have found that men use sexual and reproductive services, e.g. STI testing, to a lower extent than women \[[@CR9]--[@CR14]\] and have less knowledge about how to access such services \[[@CR15], [@CR16]\]. As has been shown to be the case with other normative attitudes \[[@CR17], [@CR18]\], it is likely that masculinity norms also hinder health care providers (HCPs) from perceiving boys and men as health care recipients and delivering adequate care, especially within the area of SRHR.

Sweden is often portrayed as a forerunner regarding gender equality, and the Swedish Health Care Act (2017:30) states that the goal of the health care is good health and care on equal terms for the entire population. However, without a national strategy for SRHR, the health care provision for SRHR is organised in different ways in different regions. Local guidelines differ, both with respect to target group and prioritised areas. For adolescents and young adults, all regions provide youth clinics for all genders, but only 13% of visitors are male \[[@CR19]\]. For adults, the main arena for SRHR is midwifery clinics, which are mainly directed towards girls and women. Men's clinics are few but can be found in larger cities.

In the absence of guidelines for reproductive health provision for men, it is important to investigate HCPs point of view on this topic. The aim of this study was therefore to explore the thoughts and experiences of midwives working in the primary care setting concerning their preventive work for men's sexual and reproductive health and rights.

Methods {#Sec2}
=======

Design {#Sec3}
------

The study had an exploratory qualitative design using focus group interviews (FGIs). We used the Social Model of Health to discuss our findings (see Introduction). The study was conducted as part of a larger study on health care providers' adoption of a health-promoting tool for SRHR \[[@CR20]\].

Setting {#Sec4}
-------

In Sweden, national laws regulate health care in general, but health care provision is organised autonomously in 21 regions. Reproductive, perinatal and sexual health is the area of competence for registered nurse-midwives (RNMs) and obstetricians/gynaecologists. Contraceptive counselling is mainly offered by RNMs within the primary health care system. The present study was conducted in one region in mid Sweden that covers both rural and urban areas. In 2014, the region had 345,000 inhabitants and 68 RNMs working at 21 midwifery clinics and 9 youth clinics. Henceforth, RNMs will be referred to as midwives, to facilitate the reading of the paper.

Data collection {#Sec5}
---------------

Data were collected in spring 2014. The procedure has previously been described by Stern et al. \[[@CR20]\]. Primary care midwives working with SRHR in one region in mid Sweden were invited to participate. Out of 53 eligible, 22 midwives volunteered to participate in the focus group interviews. Background characteristics of the participants are presented in Table [1](#Tab1){ref-type="table"}. Five FGIs with 4--5 participants per group were conducted in conference rooms at the university or the midwifery clinic. Each group included participants of different ages, with varying work experience, from public and private clinics. A moderator (female registered nurse or midwife) led the interviews based on an interview guide, and an observer (female registered nurse or midwife) kept track that all topics were covered. The interview guide was previously presented in Stern et al. \[[@CR20]\] and comprised questions about midwives' 1) adoption of a health promoting tool for reproductive health, used during contraceptive counselling as well as 2) thoughts and experiences of preventive work for men's sexual and reproductive health. Follow-up questions were asked to clarify or elaborate statements and invite other participants to comment. The interviews were recorded with an average length of 91 min (range 64--118 min), and transcribed verbatim. Participants received a cinema ticket for their participation. Table 1Description of included midwives (*n* = 22)Characteristicsmean (SD)Age, years51.5 (11.0)Work experience from contraceptive counselling, years13.3 (11.2)No. of contraceptive counselling sessions/week15.4 (6.9)n (%)Workplace Public16 (73) Private6 (27)Type of clinic Midwifery clinic17 (77) Youth clinic4 (18)

Data analysis {#Sec6}
-------------

To analyse the data, we used qualitative latent content analysis as described by Burnard et al. \[[@CR21]\]. This is an inductive approach where the actual data is used to derive the structure of analysis. First, transcripts were read several times to get an overview. The data were then coded based on the aim, with notes made in the margins to summarise the relevant data. All codes were then reviewed, and duplicates deleted. Thereafter, we started looking for overlaps and similarities among codes. During this process, the codes were collated and compiled into categories and finally into sub-themes and themes. The themes describe the latent content of the analysis from the interviews \[[@CR22]\]. All steps of the analysis involved a back and forth movement to the text to ensure validity and were conducted by all of the authors. We did not use any specific software in the analysis. However, we used Excel© to manage the data. Examples of the analytical process are presented in Table [2](#Tab2){ref-type="table"}. Table 2Example of the analytical processInterview transcriptInitial codingCategorySub-themeTheme'Well, I don't want to close any doors. I think it's good that women and men can come to the same clinic, you shouldn't divide it like "you go there and you go there", as if we are that different'. \[FG1\]Good to not divide women and menMen and women's needs are intertwinedBeliefs about men and women: same, but differentIn everybody's interest, but no one's assigned responsibility

Results {#Sec7}
=======

One theme and three sub-themes emerged from the analyses of the FGIs exploring midwives' thoughts and experiences regarding preventive work for men's sexual and reproductive health and rights (Table [3](#Tab3){ref-type="table"}). Table 3Overview of the resultsThemeSub-themesCategoriesIn everybody's interest, but no one's assigned responsibilityOrganisational aspects create obstaclesMen have nowhere to turnBeliefs about men and women: same, but differentDifferent health seeking behaviour, interest and needs among men than womenMen and women's needs are intertwinedMixed views on the midwife's role and responsibilityStrategies to involve menBeing hesitant to provide consultation to men

Theme: in everybody's interest, but no one's assigned responsibility {#Sec8}
--------------------------------------------------------------------

### Organisational aspects create obstacles {#Sec9}

#### Men have nowhere to turn {#FPar1}

There were organisational conditions that hindered midwives' opportunities to deliver sexual and reproductive care to men. Midwives expressed concerns about men having nowhere to turn to with their questions about reproduction, while women had an obvious entry to the health care system through contraceptive counselling.

"*'But girls are called for pap smear tests and meet midwives where they get some contacts and\... have another contact with health care providers, perhaps in a different way than what guys have.\[FG5\]*""*'It is no wonder that more is put on the women, because where will they \[men\] go?! It might be a 24-year-old guy who has no ailments or anything but who has many thoughts, where should he turn with those? It\'s not so obvious who he should call'. \[FG1\]*"Men were perceived as hard to reach, and they seldom showed up at the midwifery clinic following adolescence. There was little confidence that parents would take on the responsibility to educate their children, as it was expressed that *'parents are just getting more and more stressed today and do not have the energy'* \[FG3\].

Documentation was another obstacle. In the current patient record system, it was not possible during consultations with couples to write notes in the partner's record if the woman had made the appointment. Neither was there any time allocated during the appointment, specifically for men. Midwives had to come up with their own solutions of how to make time for them. This was not an easy task, and these visits did not generate any financial compensation.

### Beliefs about men and women: same, but different {#Sec10}

#### Different health seeking behaviour, interest and needs among men than women {#FPar2}

The needs, rights and responsibilities of men were mostly discussed in the context of being the partner of a woman. For example, it was emphasised that men should be concerned about contraception, but that it was the woman's choice if she wanted to bring her partner to contraceptive counselling or not.

There was a strong perception that men did not seek health care very often, unless it was for severe symptoms or conditions. However, midwives had noted that more and more young men attended STI-testing and showed interest and openness to discuss sexual health. Some midwives believed that it was a man's right to get information, and that it was important to expand their knowledge about reproduction.

"*'Surprisingly often, when we meet guys nowadays \[...\] they don't really know how someone becomes pregnant and common simple basic knowledge'.*""*'So, we have started to draw the menstrual cycle \[on paper\], which they might not need, but I believe it's good that they become aware of how it works with guys and sperm...'*\[FG3\]"The midwives also found it important to give young men the opportunity to talk about emotions and concerns, and to inform them about the juridical consequences of having unprotected sex (i.e. being responsible for paying child support). Men should take responsibility for their sexual life and not only trust the female partner to take care of the contraception. However, the midwives wanted men to be involved "just enough" \[FG5\]; he should not be "the fifth wheel" \[FG1\] during the visit, but if he was too involved then midwives started to suspect a controlling behaviour and intimate partner violence. Still, most men were perceived as taking a step back and letting the woman be in focus; consequently, letting the woman take major responsibility for their joint future.

Midwives experienced that women and men had equally many questions, although different ways of thinking and different needs when it came to sexual and reproductive health. One of the responses was *'Guys are under pressure in a different way than girls, especially when you're young and with sexuality and all that'* \[FG3\]. Men were perceived as worrying quite a lot about erectile dysfunction and the consequences of unprotected sex and STIs. But there was also a perception that young men did not think about the future, only about the present, and would therefore not see themselves as target group for reproductive health information.

Age was perceived as an important factor in the equation. Some midwives believed that guys who were still in high school or who attended youth clinics were too young to talk to; they were "not there yet". Others reasoned that individual maturity and experience mattered more. Thoughts around fertility would be relevant to those who have found a partner or had experienced an unplanned pregnancy."*'I think it's really great during contraceptive counselling, \[or\] with guys who are there for STI-testing, in whatever age they are, you can actually do this... you can bring this up and make them think \[...\] it doesn't matter if they are 18 or 40'. \[FG1\]*"

#### Men and women's needs are intertwined {#FPar3}

The midwives also stressed that parents-to-be should be viewed as a unit, meaning that *'he also becomes pregnant or how do I say it*' \[FG5\]. In exceptional cases, the midwives would address the man's needs during pregnancy, with the motivation that it would benefit the child to have a healthy father.

Midwives believed it would be better for all parties if preventive work for men's SRHR were improved since women and men's sexual and reproductive health are intertwined. A start could be to encourage couples to talk to each other about SRHR and to share the cost of contraceptives. This would contribute to men feeling more involved in the decision-making and create SRHR as a common interest for both partners.

"*'If they are together with a female partner\... it is interesting for them too; they should be able to discuss this. If they don't know that women\'s fertility goes down a lot at age thirty-five. I mean we need to talk about it in our relationship or about what we think because it\'s tragic for both if they don\'t have children, it\'s really bad for both'. \[FG5\]*"

### Mixed views on the midwife's role and responsibility {#Sec11}

When asked about their own role and responsibility regarding preventive work for men's SRHR, the opinions differed. There were midwives who already had experience from counselling men, for example, about STIs and erectile dysfunction. They found it interesting to talk about reproduction and health with men. Some midwives were very positive towards implementing counselling for men into their work, and they saw it as exciting, fun and natural part of their current assignments."*'Well, I don't want to close any doors. I think it's good that women and men can come to the same clinic, you shouldn't divide it like "you go there and you go there", as if we are that different'. \[FG1\]*"

The couple's consultation session was seen by some as an opening for future individual conversations with men. Other participants believed that it was difficult to include the partner during joint contraceptive counselling. This resulted in men's health usually being addressed on opportunistic basis rather than planned.

#### Strategies to involve men {#FPar4}

Experiences of conversations with men came about in quite different ways. Several midwives believed that there was no need to be too detailed with men and thought that just asking a few questions could "plant a seed" in some men's minds. Some agreed that it was important not to be too moralistic and that everyone should feel safe and be in focus regardless of gender. Others warned men that they could be fooled by their partner and get in trouble if they did not use protection. Talking about reproductive life plans was considered as being less sensitive than talking about someone's genitals, but to talk about it with couples was perceived as a delicate matter. Therefore, midwives believed that it would be suitable to talk to young men about sexual and reproductive health at youth clinics or in connection with STI-testing, since these were the few arenas and opportunities where they met men regularly.

"*'Yes, in nine cases out of ten, guys come to us to undergo chlamydia tests. They just want to get help \... get in quickly and take the test and be told how it works and then goodbye \.... I think more if you could \... talk to guys at youth clinics'. \[FG3\]*"They suggested that other arenas for sexual and reproductive counselling were needed for men, in addition to or instead of midwifery clinics. They indicated that venereology or urology clinics, or specific clinics for men where male HCPs with training in andrology worked, were relevant arenas. It was also argued that teachers or school nurses should take on the responsibility to educate young men. In Sweden, school nurses are responsible for having a general health consultation with pupils, which was viewed as a good opportunity to reach boys with information about sexual and reproductive health. Sports clubs could also be involved. It was also suggested that men could be reached at postnatal check-ups and at infertility clinics.

#### Being hesitant to provide consultation to men {#FPar5}

There were also midwives who were more reluctant to providing consultation to men. It was not evident to them that men should turn to midwives, partly since a pregnancy is about the female body. They motivated their standpoints by saying *'it's important, but it's not our task'* \[FG5\] or *'there are billions of things we have to think about giving her and explaining and informing and so on, so I feel I don't have the energy to inform guys or include them in this...'* \[FG3\]. Others were indifferent, and they neither encouraged nor discouraged men from contributing and participating.

If midwives were to provide consultation to men in the future, they expressed a need for further education in andrology since many midwives lacked enough knowledge about male reproduction. Lack of knowledge caused insecurity in the counselling situation. To meet the needs of men with regard to sexual and reproductive care in the future, education geared towards midwives would need to be revised or a new profession would have to be invented.

"*'There was a guy who wanted to show me some kind of rash \[on his penis\] and I just "No!" I kind of panicked \[...\] Well, then I felt, I am not knowledgeable about this' \[FG5\]*" "*'But I am a midwife and don't know much about men\'s fertility! It is awful really. You are at an antenatal clinic, it feels like one should know this'. \[FG1\]*"

Discussion {#Sec12}
==========

The midwives interviewed in this study believed that preventive work for men's sexual and reproductive health and rights was in everybody's interest, but no one's assigned responsibility. Men were described as being let down by society and having nowhere to turn to. However, the participants expressed contradictory opinions as to whether men fell under the midwife's responsibility or not and described organisational factors that constituted obstacles to delivering this type of care. Men were perceived as having both equal and different needs and interests than women.

Looking at the results in the perspective of SMH, we can identify several social factors that influence men's SRHR; the organisation of health care services, national health policies as well as gender norms \[[@CR4]--[@CR7]\]. One main finding was that men, especially above the age where they could visit youth clinics, were regarded as falling through the cracks, which has also been identified in other contexts \[[@CR23]\]. This implicates the need for national strategies for SRHR, including allocation of responsibilities, as well as regional guidelines that include men as a target group for SRHR. Further, in line with previous research \[[@CR24], [@CR25]\], organisational factors must be adjusted to enable preventive work for men's SRHR, for example, adaption of electronic records and economic compensation systems for this kind of visits.

Another main finding was the disagreement among midwives regarding whether preventive work for men's SRHR is their responsibility or not. In Sweden, the National Board of Health and Welfare define the area of competence for midwives, and midwives' role and responsibility for men's SRHR evidently need to be clarified in the competence description.

The interviews also revealed low knowledge about SRHR for men; moreover, as stated by the included midwives, it is important with further education about male reproduction among HCPs. The question of who is the most appropriate service provider probably differs between contexts and health care systems \[[@CR26]--[@CR28]\], but regardless of profession, there is a need for clear definitions and standards for clinical care as well as adequate knowledge in the topic \[[@CR10]\]. As long as the question of responsibility is open for interpretation, we believe preventive work for men's SRHR will continue to be provided on a diminutive and opportunistic basis. It becomes clear from the interviews that men today do not receive equal care; rather, the provision and quality of care is dependent on the individual midwives' interest in and beliefs about men's SRHR.

The participants both identified and reproduced gender norms for procreative responsibility. Men were most often talked about in relation to a woman and seldom as reproductive beings in their own right. This can be regarded both a consequence and reproducing mechanism of the gender norms that permeate many societies. The assumption that the woman carries the main responsibility for reproduction reflects on all levels in the SMH \[[@CR4]\], and health care services are no exception. Men's limited health seeking behaviour has been problematised within research \[[@CR8]--[@CR13]\] and in Sweden, less than 15% of all adolescents attending youth health clinics for SRHR counselling and STI testing are men. This behaviour is unlikely to change by itself if there is no obvious arena for men to seek care throughout life. Recent studies have highlighted men's interest in SRHR and their wish to receive more information from HCPs \[[@CR29]--[@CR32]\]. Our results illustrated a gap in health care provision, between preventive work at youth clinics and obstetric care/infertility treatment, which is more pronounced for men than women. This reinforces the norm that men's fertility is a non-issue, and rather seen as something self-evident \[[@CR7], [@CR33]\]. This phenomenon is especially pronounced in sexual and reproductive health care since men's sexuality, in contrast to women's, is seen as something that just works well by itself \[[@CR34]\]. However, men and women's needs were viewed as intertwined, and the midwives revealed several strategies to reach men. They emphasised that schools were suitable arenas in order to reach adolescents regardless of gender, socioeconomic status, and country of birth or other social factors \[[@CR4]\]. Reducing inequalities, promoting gender equality and good sexual- and reproductive health care on equal terms are in line with UNs Sustainable Development Goals and the national public health goals in Sweden \[[@CR2]\]. To start early and promote SRHR regardless of gender has previously been discussed \[[@CR30], [@CR32]\] and might be one way to improve and preserve fertility and reproductive health for the individual- as well as the public health.

This study is based on FGIs with midwives in Sweden. The focus group method is recommended for exploring people's knowledge and experiences \[[@CR35]\]. The discussions were lively, where contradictory views were expressed which indicates that participants perceived the environment as safe, thereby, strengthening the validity of the data. The study follows Standards for Reporting Qualitative Research and is reported according to COREQ Checklist (Additional file [1](#MOESM1){ref-type="media"}) \[[@CR36], [@CR37]\]. The analysis process was systematic and rigorous, all data transcripts were thoroughly analysed, and the main findings as well as contrary findings have been presented in the results section. To check for validity and to avoid lone researcher bias, the researchers individually read the transcripts to identify categories. All researchers took part in discussing the categories and themes until a consensus was reached. Often portrayed as one of the most equal countries, the Swedish setting is interesting as a best-case scenario.

We continued with data collection until information power, i.e. adequate information on the topic, was achieved. The more information the sample holds, the lower number of participants is needed \[[@CR38]\]. Thus, we consider the sample size adequate for gaining sufficient data for this specific study. The topic was extensively discussed, and the participants generously shared their thoughts and experiences, which contributed to rich data material. The participants represented a wide range of ages, years of work experience and workplaces, but not all midwives had experience from working preventively with men's reproductive health. However, the narratives largely came to represent attitudes and beliefs relating to the matter. Participants were recruited from one out of 21 regions; hence, it is theoretically possible that there are regional variations regarding opinions on preventive work for men's SRHR. Nevertheless, the aim of this qualitative study was not to generalise but rather explore midwives' opinions in a setting with no national guidelines for preventive SRHR for men.

Conclusions {#Sec13}
===========

Midwives working within primary care believed that preventive work for men's sexual and reproductive health and rights is in everybody's interest, but no one's assigned responsibility. As long as there are no guidelines or self-evident arenas for men to seek advice regarding reproductive health, it is likely that care for men will continue to be delivered on arbitrary basis. To improve men's sexual and reproductive health, actions need to be taken on policy and community level.
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 {#Sec14}

**Additional file 1.** COREQ Checklist, Standards for Reporting Qualitative Research Description of data.

FGI

:   Focus group interview

HCPs

:   Health care providers

RNMs

:   Registered nurse-midwives

SMH

:   Social model of health

SRHR

:   Sexual and reproductive health and rights

STI

:   Sexually transmitted infection
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